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The effect of long saphenous vein stripping on
quality of life
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Purpose: Long saphenous vein (LSV) stripping in the treatment of varicose veins may reduce the recurrence of varices but
may also increase morbidity rates. The effect of stripping on health-related quality of life (HRQoL) is unknown. The aim
of this study was to examine the effect of LSV surgery, with and without successful stripping, on HRQoL.
Methods: This prospective study comprises 102 consecutive patients who underwent varicose vein surgery that included
attempted stripping of the LSV to the knee. HRQoL was assessed before surgery and at 4 weeks, 6 months, and 2 years
after surgery with the Aberdeen varicose vein severity score (AVSS; disease-specific) and the Short-Form 36 (SF-36;
generic). Patients defined as stripped were those in whom complete thigh stripping to the knee was confirmed with
postoperative duplex scanning at 2 years. Patients defined as incompletely stripped were those in whom any LSV remnant
was found in the thigh after surgery. Deep venous reflux (DVR) was defined as reflux of 0.5 seconds or more in at least
the popliteal vein.
Results: Sixty-six of 102 patients (65%) provided complete HRQoL data at all four time points. At baseline, there was no
significant difference between patients who were stripped (n 25) and incompletely stripped (n 41) in terms of AVSS,
SF-36, age, gender, DVR, or CEAP grade. Significantly more patients in the incompletely stripped group underwent
surgery for recurrent disease (29/41, 71%, versus 8/25, 32%; P  .002, with 2 test). Both groups gained significant
improvements in AVSS scores for as much as 2 years. After adjustment for recurrent disease, stripping conferred
additional benefit in terms of AVSS at 6 months (median [interquartile range]) (9 [4 to 16] versus 15 [9 to 24]; P .031)
and 2 years (7 [2 to 10] versus 9 [5 to 15]; P  .014), which was statistically significant in patients without preoperative
DVR but not significant in patients with preoperative DVR. SF-36 scores were not affected by stripping.
Conclusion: LSV surgery leads to a significant improvement in disease-specific HRQoL for as much as 2 years. In patients
without DVR, stripping to the knee confers additional benefit. (J Vasc Surg 2002;35:1197-203.)
In the United Kingdom (population circa 54 million),
approximately 100,000 varicose veins (VV) operations are
performed each year. About 90% of patients undergo long
saphenous vein (LSV) surgery, and around 20% of the
operations are performed for recurrent disease.1 VV surgery
is the most common cause of medicolegal action against
general surgeons in this country.2 Most lawsuits are the
result of patient dissatisfaction with the cosmetic or symp-
tomatic outcome of the operation. The former may relate
to inadequate preoperative counseling or poor surgical
technique. The latter may be caused by the complexity of
the relationship between lower limb symptoms, the pres-
ence and severity of VV on clinical examination results, and
the pattern of deep and superficial reflux on duplex ultra-
sound scanning, as previously shown by this group.3,4
Recurrent disease is perhaps the most common cause of a
suboptimal symptomatic and cosmetic outcome. Increas-
ing evidence suggests that stripping the LSV will reduce the
risk of recurrence in the long term.5 However, stripping
may be associated with an increase in morbidity as the result
of pain, hematoma, and saphenous neuritis.6 LSV stripping
may also increase hospital stay, limit suitability for day-case
surgery and local anesthesia, and deprive the patient of a
conduit for arterial bypass later in life. For these reasons,
many United Kingdom surgeons do not routinely strip the
LSV.7
The effect of stripping the LSV on the ability of VV
surgery to affect health-related quality of life (HRQoL) has
not been previously examined. The aim of this study,
therefore, was to examine the effect of LSV surgery, with
and without successful stripping, on postoperative disease-
specific (Aberdeen varicose vein symptom severity score;
AVSS)8 and generic (Short Form 36; SF-36)9 HRQoL.
METHODS
Patients and operative methods
Between October 1997 and January 1999, 262 pa-
tients underwent saphenofemoral junction (SFJ) ligation,
attempted stripping of the LSV in the thigh, and multiple
phlebectomy for VV (Fig 1, online only). SFJ ligation was
carried out flush with the common femoral vein with all
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tributaries taken back beyond secondary branch points.
Absorbable sutures were routinely used for wound closure,
and no patch closure of the foramen ovale or cribriform
fascia was attempted. Stripping of the LSV to just below the
knee was attempted in all patients; no patients were
stripped below this level. A Vastrip stripper (Astra Tech Ab,
Mo¨lndahl, Sweden) was inserted into the proximal end of
the LSV after division of any high anterolateral or postero-
medial thigh branches. Where possible, the stripper was
retrieved from the LSV, or its anterior arch vein, just below
the knee. The LSV then was stripped from above (cranial)
to below (caudal) without the use of a tourniquet. In cases
in which this was not possible, the stripper was retrieved in
the thigh or the surgeon attempted to remove the LSV
through separate “stab” incisions in the thigh. Drains were
not used. Antibiotic or heparin prophylaxis was used selec-
tively. Heparin prophylaxis was used in obese patients
(body mass index, 25), those on the contraceptive pill,
and those with a history of deep venous thrombosis. All the
patients with operations for recurrent disease had a redo
SFJ ligation via a lateral approach. The intact whole or
remnant LSV in the thigh was usually located at the level of
the knee and a stripper passed up toward the groin. The tip
of the stripper was located in the scar tissue in the groin and
retrieved. The vein then was stripped from above down.
Multiple phlebectomy of thigh and calf varicosities was
carried out with hooks through “stab” incisions. Additional
procedures (saphenopopliteal junction ligation, subfascial
endoscopic perforator surgery) were performed as needed
at the discretion of the responsible surgeon. No patient
underwent short saphenous vein stripping.
Duplex ultrasound scan examination. Duplex ultra-
sound scanning was performed before surgery at the discre-
tion of the responsible surgeon in 102 patients (39%). In
most cases, this was because of recurrent disease or sus-
pected deep or short saphenous vein reflux. Of the 102
patients, 66 (65%) completed quality of life questionnaires
at all four time points and attended for repeat duplex
scanning. Patients underwent rescanning by a single ob-
server (R.K.M.) at a median of 24 (interquartile range, 23
to 25) months after surgery. The duplex scan examiner did
not undergo testing against other examiners, but this group
has previously reported on the reproducibility of duplex
scan examination.10 Patients were examined in 45-degree
reverse Trendelenburg position on a tilting couch (Akron
Therapy Products Ltd, Ipswich, United Kingdom) with an
HDL 5000 (Advanced Technology Limited, Bothell,
Wash) with a 5-MHz transducer. The following venous
segments were insonated: proximal and distal superficial
femoral vein; above and below knee popliteal vein; poste-
rior tibial and peroneal veins; SFJ and saphenopopliteal
junctions, the whole length of LSV; and the short saphe-
nous vein. Reflux was induced with a manual calf squeeze.
Reflux was defined as reverse flow of 0.5 seconds or more,
and deep venous reflux (DVR) was defined as reflux in at
least the popliteal vein segment as previously described.4,11
The proportion of LSV absent in the thigh at 2 years
because of stripping was calculated by measuring the dis-
tance between groin crease and the upper end of any
patent, incompetent LSV (all of which could be positively
identified as LSV by position and below-knee branching
into posterior arch vein and main trunk) and dividing this
by the distance between the groin crease and the level of the
knee joint line. For the purposes of analysis, patients de-
fined as stripped were those in whom the LSV had been
successfully stripped at least as far as the knee joint on
2-year duplex scanning. Patients defined as incompletely
stripped were those in whom postoperative duplex scan
results showed any remnant of LSV in the thigh, indicating
no or incomplete stripping.
Health-related quality of life. The AVSS (Appendi-
ces 1 and 2, online only) is a validated disease-specific
instrument for VV.12,13 It comprises 13 questions relating
to the presence of symptoms that might be related to the
presence of VV. It also includes a diagram of the legs where
patients can sketch in their own perception of the distribu-
tion of any current VV. After weighting, the instrument
provides a final score between 0 and 100; a higher score
denotes poorer disease-specific HRQoL.
The Short-Form 36 (SF-36) is a well-known and vali-
dated generic instrument that comprises 36 questions di-
vided into eight domains. Each domain scores from 0 to
100. Higher scores denote better quality of life. The SF-36
has been shown to be valid, reliable, and sensitive14 and has
been used previously to assess the impact of VV surgery on
generic HRQoL.8,15
Patients were asked to complete both questionnaires
before surgery and at 4 weeks, 6 months, and 2 years after
surgery. Subjects were asked to fill in the first set of ques-
tionnaires the day before operation or on the day of oper-
ation for “day-case” patients. The 4-week and 6-month
Fig 2. Scatterplot of median Aberdeen varicose vein severity score
(AVSS) at 2 years after surgery versus percentage of long saphe-
nous vein (LSV) stripped in thigh in patients without preoperative
deep venous reflux. Lines represent mean linear regression predic-
tion line with 95% confidence intervals. Spearman rank correla-
tion  –0.357. P  .003.
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questionnaires were administered by mail, with a repeat set
sent after 6 weeks if no reply had been received. The 2-year
questionnaires were completed just before the duplex scan.
Statistical analysis. Statistical analysis was performed
with the SPSS 10.0.5 package (Statistical Package for Social
Sciences, Inc, Chicago, Ill) with 2 and McNemar test for
categoric data and the Mann-Whitney U test for continu-
ous data. Spearman rank correlation was used to measure
the association between two continuous variables. Linear
regression analysis was used to examine the effect of strip-
ping on AVSS (square root transformed) to adjust for the
presence of recurrent disease.
RESULTS
Baseline data. Before surgery, there was no significant
difference in age, gender, CEAP clinical grade, presence of
preoperative DVR, or AVSS between the stripped and
incompletely stripped groups (Table I). However, eight of
25 (32%) of the stripped group underwent surgery for
recurrent disease, compared with 29 of 41 (71%) of those in
the incompletely stripped group (P  .002).
Effect of surgery and successful stripping on dis-
ease-specific quality of life. There was a significant im-
provement in AVSS, when compared with baseline, at all
three postoperative time points in patients who were both
stripped and incompletely stripped (Table II). Successful
stripping appeared to confer additional benefit in terms of
AVSS. However, the incompletely stripped group con-
tained significantly more patients who underwent surgery
for recurrent disease. The presence of recurrent disease is
associated with a higher (worse) preoperative AVSS (Table
III) and, when compared with primary disease, may impact
negatively on the ability of surgery to improve HRQoL.
For these reasons, AVSS scores were reanalyzed after ad-
justment for the presence of recurrent disease with linear
regression (Table IV). After adjustment, stripping still con-
ferred additional benefit in terms of AVSS at 6 months and
2 years (P  .05). There was a significant positive correla-
tion between the proportion of LSV removed in the thigh
and AVSS scores at 6 months (P .012) and at 2 years (P
.003; Fig 2).
Effect of surgery on patterns of reflux. Successful
stripping was associated with a significant reduction in the
prevalence of proximal SFV reflux (Table V). Failure to
strip the LSV successfully in the thigh was associated with a
significant increase in the prevalence of popliteal vein reflux
(Table VI). Two patients in the incompletely stripped
group, compared with none in the stripped group, still had
Table I. Characteristics of patients with and without successful long saphenous vein stripping to the knee at baseline
Stripped
(n  25)*
Incompletely
stripped (n  41) P value
Median age, years (IQR) 59 (48-68) 58 (51-68) NS
Male:female 7:18 (28%:72%) 18:23 (44%:56%) NS
CEAP clinical grade NS
2/3 10 (40%) 15 (36%)
4 4 (16%) 10 (24%)
5 7 (28%) 8 (20%)
6 4 (16%) 8 (20%)
Additional procedures
SPJ ligation 5 (20%) 16 (39%) NS
Subfascial endoscopic perforator surgery 2 (8%) 9 (22%) NS
Preoperative deep venous reflux 10 (40%) 11 (27%) NS
Primary:recurrent disease ratio 17:8 (68%:32%) 12:29 (29%:71%) .002
Median preoperative AVSS (IQR) 22 (15-29) 25 (16-31) NS
*Defined as no evidence of patent refluxing long saphenous vein in thigh on 2-year postoperative duplex scan results. Analysis with 2 test or Mann-Whitney
U test.
IQR, Interquartile range; SPJ, saphenopopliteal junction; AVSS, Aberdeen varicose vein severity score.
Table II. Significance of magnitude of improvements in
Aberdeen varicose vein severity score in patients stripped
and incompletely stripped
Improvement in scores
between time points
Stripped
(n  25)
Incompletely stripped
(n  41)
Preoperative to 4 weeks .001 .008
Preoperative to 6 months .001 .001
Preoperative to 2 years .001 .001
4 weeks to 6 months .013 .003
4 weeks to 2 years .001 .001
6 months to 2 years .003 .001
With Wilcoxon matched pairs (signed ranks) test.
Table III. Aberdeen varicose vein severity score in
patients who underwent operation for primary and
recurrent disease
AVSS median
(IQR)
Primary disease
(n  29)
Recurrent disease
(n  37) P value*
Preoperative 19 (13-28) 27 (21-33) .012
4 weeks 12 (7-17) 21 (16-35) .001
6 months 9 (3-21) 15 (9-23) NS
24 months 6 (3-11) 9 (5-13) NS
*With Mann-Whitney U test.
AVSS, Aberdeen varicose vein severity score; IQR, interquartile range; NS,
not significant.
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SFJ reflux 2 years after surgery. Successful stripping of the
thigh LSV led to a significant reduction in reflux in the
below knee LSV. No such reduction was seen in the incom-
pletely stripped group.
The effect of preoperative deep venous reflux on the
effect of stripping. Before surgery, there was no signifi-
cant difference in AVSS, CEAP clinical grade, gender, or
recurrent disease between patients with (n  21) and
without (n  45) DVR. However, patients with preopera-
tive DVR were significantly older (Table VII). Regardless
of whether patients had DVR or not before surgery, surgery
was associated with a significant improvement in HRQoL.
Patients with preoperative DVR had lower AVSS scores
after stripping than those who were incompletely stripped,
but this difference did not reach statistical significance.
Patients who were stripped without DVR had significantly
better scores than those who were incompletely stripped
(Table VIII).
Effect of surgery on generic quality of life. For the
SF-36 scores, the only significant difference between pa-
tients who were stripped and incompletely stripped was in
bodily pain, in which patients who were stripped had a
higher (better) score at 2 years (median [interquartile range],
100 [62 to 100] versus 74 [51 to 100]; P  .047). Physical
function was better in patients who were stripped at 6 months
(P  .044), but this was not significant at 2 years (Table IX,
online only).
DISCUSSION
The principal finding of this study is that, regardless of
whether the LSV is successfully stripped in the thigh,
patients who undergo LSV surgery enjoy a significant im-
provement in disease-specific quality of life as early as 4
weeks after surgery and that this improvement continues
for as much as 2 years. Having said that, the presence and
extent of stripping confers additional benefit after surgery
for as much as 2 years. It must be stressed that not all
patients who underwent operation within the study time
period had a preoperative duplex scan, so patients with
recurrent disease, DVR, and short saphenous disease are
likely to be overrepresented in comparison with the total
operated population.
Expectation that stripping would impair quality of life
in the early postoperative period was not borne out, al-
Table IV. The effect of long saphenous surgery, with and without successful stripping to the knee, on disease-specific
health-related quality of life
AVSS Median
(IQR)
Stripped to knee
(n  25)
Not fully stripped to knee
(n  41)
Unadjusted
P value
Adjusted
P value*
Preoperative 22 (15-29) 25 (16-31) NS NS
4 weeks 12 (7-18) 20 (13-34) .009 NS
6 months 9 (4-16) 15 (9-24) .01 .031
24 months 7 (2-10) 9 (5-15) .014 .014
*Adjusted for difference between groups in terms of recurrent versus primary disease, with linear regression after square root transformation of Aberdeen
varicose vein severity score.
AVSS, Aberdeen varicose severity score; IQR, interquartile range; NS, not significant.
Table V. Pattern of deep and superficial venous reflux before surgery and 2 years after surgery in 25 patients who
underwent long saphenous vein surgery with successful stripping to knee
No. of informative segments exhibiting reflux 0.5 seconds
Preoperative 2 years P value*
Superficial femoral vein
Proximal 14/25 (56%) 6/25 (24%) .021
Distal 11/25 (44%) 7/25 (28%) NS
Popliteal vein
Above knee 7/25 (28%) 7/25 (28%) NS
Below knee 10/25 (40%) 8/25 (32%) NS
Crural veins 4/20 (20%) 6/20 (30%) NS
Saphenofemoral junction 21/21 (100%) 0 —
Long saphenous vein
Proximal thigh 23/23 (100%) 0 —
Distal thigh 25/25 (100%) 0 —
Below knee 24/25 (96%) 11/16 (69%) .001
Saphenopopliteal junction 5/24 (21%) 2/19 (11%) NS
Short saphenous vein 4/25 (16%) 6/23 (26%) NS
*McNemar test for comparison of preoperative and 2-year postoperative prevalence of reflux.
Some denominators shown are lower than total number of patients in each group for following reasons: crural veins could not be visualized in some legs; and
in superficial veins, many vein segments had been removed or had thrombosed, including some in preoperative group who had undergone previous surgery.
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though it is possible that an earlier questionnaire would
have detected some adverse effects. However, patients with
recurrent disease did have significantly worse scores at 4
weeks, and this may be a reflection of short-term postoper-
ative morbidity in these patients. Although patients with
preoperative deep venous incompetence did not experience
the same level of improvement after stripping as did those
with competent deep veins, the AVSS was still significantly
better after surgery than at baseline.
The main reason for stripping the LSV is to prevent
recurrence by disconnecting thigh perforators and reduc-
ing the chance of groin recurrence either through cross-
groin collateral pathways or neovascularization.16-18 The
clinical impression that recurrent LSV varicosities are fre-
quently associated with failure to strip the LSV in the thigh
and that stripping reduces the incidence rate of recurrence
has recently been confirmed by a randomized controlled
trial.5 However, the fact remains that many surgeons do
not routinely perform stripping as part of their standard
operative approach. This may be for one or more of the
following reasons: concern that stripping will increase the
short-term morbidity of the operation because of pain and
hematoma, will increase the length of the procedure, or will
increase the length of stay in hospital. This may lead to a
reduction in the number of patients who can be dealt with
satisfactorily as day-cases or with local anesthesia.
One specific concern relates to the incidence of pares-
thesia as the result of saphenous nerve injury. Although for
most patients this is not a major source of symptoms, a
small proportion of patients can be distressed by it and an
even smaller number have chronic neuritic pain develop.
Saphenous nerve injury is responsible for a significant num-
ber of medicolegal cases in the United Kingdom.2 The
incidence rate of injury can be reduced by stripping only to
Table VI. Pattern of deep and superficial venous reflux before surgery and 2 years after surgery in 41 patients who
underwent long saphenous vein surgery without successful stripping to knee
No. of informative segments exhibiting reflux 0.5 seconds
Preoperative 2 years P value*
Superficial femoral vein
Proximal 10/41 (24%) 12/41 (29%) NS
Distal 10/41 (24%) 16/41 (39%) NS
Popliteal vein
Above knee 9/41 (22%) 17/41 (41%) .021
Below knee 10/41 (24%) 18/41 (44%) .021
Crural veins 10/37 (27%) 11/39 (28%) NS
Saphenofemoral junction 34/34 (100%) 2/2 (100%) NS
Long saphenous vein
Proximal thigh 38/38 (100%) 16/16 (100%) NS
Distal thigh 39/39 (100%) 29/31 (94%) NS
Below knee 39/41 (95%) 37/39 (95%) NS
Saphenopopliteal junction 17/39 (44%) 7/24 (29%) NS
Short saphenous vein 18/41 (44%) 17/41 (41%) NS
*McNemar test for comparison of preoperative and 2-year postoperative prevalence of reflux.
Some denominators shown are lower than total number of patients in each group for following reasons: crural veins could not be visualized in some legs; and
in superficial veins, many vein segments had been removed or had thrombosed, including some in preoperative group who had undergone previous surgery.
Table VII. Characteristics of patients with and without preoperative deep venous reflux
Preoperative DVR
(n  21)
No preoperative DVR
(n  45) P value
Median age (IQR; years) 66 (55-71) 56 (46-65) .008
Male:female 6:15 (29%:71%) 19:26 (42%:58%) NS
CEAP clinical grade NS
2/3 6 (28%) 19 (42%) NS
4 5 (24%) 9 (20%)
5 5 (24%) 7 (16%)
6 5 (24%) 10 (22%)
Primary:recurrent disease 12:9 (57%:43%) 17:28 (38%:62%) NS
Median AVSS (IQR)
Preoperative 22 (16-28) 24 (16-31) NS
4 weeks 18 (11-28) 17 (10-29) NS
6 months 14 (6-24) 12 (6-22) NS
2 years 11 (6-15) 8 (4-12) NS
Analysis with Mann-Whitney U test or 2 test.
DVR, Deep venous reflux; IQR, interquartile range; AVSS, Aberdeen varicose vein severity score.
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the knee and possibly by using the inversion technique,
although this has not been borne out by two randomized,
controlled trials.19,20
Although, in most cases, stripping is a straightforward
procedure, experience and present data confirm that it is
not always successful or complete. Despite the fact that all
of these procedures were performed in a specialist vascular
surgical unit, two patients still had intact, incompetent LSV
from the level of the SFJ. This may be caused by a double
LSV or by poor quality surgical technique. Three patients
had evidence of neovascularization at the groin (type 1C) as
evidenced by a leash of tiny vessels connecting the top end
of a remaining LSV and the SFJ, and a further four had a
patent, incompetent, nonsaphenous venous connection
between the postoperative thigh LSV segment and the
common femoral vein in the groin (type 1B),18 all of which
appeared to be the posteromedial tributary vein, all of
which connected lower down in the thigh, via various
tributaries to the LSV. In this study, stripping of the LSV to
the knee was attempted in all patients. It is perhaps surpris-
ing, therefore, that duplex scan results performed 2 years
after surgery indicated that this had been successfully
achieved in only 25 patients (38%), although 31 (53%) had
at least two thirds removed and 44 (67%) had at least half of
the LSV stripped in the thigh. This is presumably the result
of the stripper passing down thigh tributaries in some cases
or of it being impossible to navigate the stripper down a
tortuous or previously damaged vessel as far as the knee.
The proportion of thigh vein stripped in recurrent patients
was much less than in primary patients. Again, this is
presumably the result of previous LSV damage. Poor qual-
ity surgery may also have been a factor in a percentage of
cases.
The results show a relationship between the proportion
of thigh vein stripped and successful outcome of surgery as
measured by disease-specific HRQoL questionnaires. Why
should this be? It might relate to hemodynamic or cosmetic
factors. The shorter the column of blood left refluxing in
the saphenous system, the greater the expected beneficial
effect on ambulatory venous pressure. Patients who were
stripped had a significant reduction in proximal SFV reflux,
and popliteal vein reflux actually worsened in the incom-
pletely stripped group. This is an important finding that has
not been previously reported and correlates with another
report from our unit on failure in treatment of chronic
venous insufficiency.21 Successful stripping of the thigh
LSV also led to a significant reduction in reflux in the below
knee LSV, which had been previously shown by another
group.22 We have not shown that the additional benefits of
stripping apply to those with preoperative DVR. However,
larger numbers are needed to confirm whether this is
correct and hence whether hemodynamic factors in the
deep and the superficial veins are important for quality of
life outcomes. Alternatively, the reason may be more mun-
dane; namely, that stripping improves the cosmetic out-
come of the operation by facilitating a more complete and
durable removal of varices. It is our view that both factors
are probably important.
Caution must be taken when interpreting the results of
this study, for a number of reasons. First, this was a com-
parison of complete versus incomplete stripping, not a
randomized study of attempted stripping versus no attempt
at stripping. Second, the study group was heterogeneous in
terms of primary and recurrent disease, patterns of deep
reflux, CEAP grade, and additional procedures performed.
Third, with hindsight, administering the questionnaires 10
to 14 days before surgery instead of 1 day beforehand may
have been more appropriate. Administering the HRQoL
instruments on the day of, or the day before, surgery may
have falsely depressed preoperative HRQoL because of
patient anxiety about the forthcoming operation. Fourth,
the response rate at 6 months was good but fell off mark-
edly at 2 years. Because patients did not have a postopera-
tive duplex scan before 2 years, it was not possible to
analyze the data at 6 months in terms of the success of
stripping. And finally, the series is too small for robust
statistical analysis of subgroups. Failure to show significant
improvement in quality of life in the patients with preoper-
ative DVR may reflect insufficient numbers (type II statis-
tical error) and needs further investigation.
The scientific ideal would be to conduct a randomized,
controlled study. However, we are reluctant to do so for a
number of reasons. There is now level I evidence to confirm
the long-held clinical belief that failure to strip the LSV is
associated with an unacceptable incidence rate of recur-
rence.5 This study, despite its imperfections, clearly shows
that the beneficial effect of stripping on recurrence, either
through hemodynamic or cosmetic considerations, trans-
Table VIII. Effect of stripping to the knee on Aberdeen varicose vein severity score in patients with and without
preoperative deep venous reflux
DVR No DVR
Stripped
Incompletely
stripped P value* Stripped
Incompletely
stripped P value*
Preoperative 22 (17-32) 22 (16-27) NS 19 (14-29) 27 (17-32) NS
4 weeks 15 (9-21) 20 (13-32) NS 11 (5-19) 19 (13-35) .006
6 months 11 (5-21) 15 (8-24) NS 6 (3-13) 14 (9-25) .004
2 years 9 (6-12) 13 (5-16) NS 4 (2-8) 9 (5-13) .004
*Analysis performed using Mann Whitney U test. Values are median (interquartile range).
DVR, Deep venous reflux; NS, not significant.
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lates into a clear benefit for the patient in terms of HRQoL.
Finally, this study shows no adverse short-term effect of
stripping on quality of life. As such, it is our view that,
barring exceptional circumstances, stripping of the LSV in
the thigh should be an integral part of every LSV operation.
However, these data do indicate that we are less successful
at achieving this ideal than we would like to think. Ensuring
that complete stripping of the thigh LSV has been achieved
in every case clearly requires more surgical skill and persis-
tence than we had previously thought necessary. Once
again, it is clear that VV surgery is not “easy” surgery and to
obtain optimal results it must be performed by knowledge-
able, experienced and skilled practitioners.
REFERENCES
1. Darke SG. The morphology of recurrent varicose veins. Eur J Vasc
Endovasc Surg 1992;6:512-7.
2. Tennant WG, Ruckley CV. Medicolegal action following treatment for
varicose veins. Br J Surg 1996;8:291-2.
3. Bradbury AW, Evans CJ, Allan PL, Lee AJ, Ruckley CV, Fowkes FGR.
What are the symptoms of varicose veins? Edinburgh vein study cross
sectional population survey. Br Med J 1999;318:353-6.
4. Bradbury AW, Evans CJ, Allan PL, Lee AJ, Ruckley CV, Fowkes FGR.
The relationship between lower limb symptoms and superficial and deep
venous reflux on duplex ultrasonography: the Edinburgh Vein Study. J
Vasc Surg 2000;32:921-31.
5. Dwerryhouse S, Davies B, Harradine K, Earnshaw JJ. Stripping the long
saphenous vein reduces the rate of reoperation for recurrent varicose
veins: five year results. J Vasc Surg 1999;29:589-92.
6. Docherty JG, Morrice JJ, Ben G. Saphenous neuritis following varicose
vein surgery. Br J Surg 1994;81:695-8.
7. Lees TA, Holdsworth ID. Assessment and treatment of varicose veins in
the Northern Region. Phlebology 1995;10:56-61.
8. Smith JJ, Garratt AM, Guest M, Greenhalgh RM, Davies AH. Evaluat-
ing and improving health related quality of life in patients with varicose
veins. J Vasc Surg 1999;30:710-9.
9. Garratt AM, Ruta DA, Abdalla MI, Buckingham JK, Russell IT. The
SF-36 health survey questionnaire: an outcome measure suitable for
routine use within the NHS? Br Med J 1993:306:1440-4.
10. Evans C, Leng C, Stonebridge P, Lee A, Allan P, Fowkes F. Reproduc-
ibity of duplex ultrasound in the measurement of venous reflux. Phle-
bology 1995;10:149-54.
11. Stuart W, Adam D, Allan P, Ruckley C, Bradbury A. Saphenous surgery
does not correct perforator incompetence in the presence of deep
venous reflux. J Vasc Surg 1998;28:834-8.
12. Garratt AM, Macdonald LM, Ruta DA, Russell IT, Buckingham JK,
Krukowski ZH. Towards measurement of outcome for patients with
varicose veins. Qual Health Care 1993;2:5-10.
13. Garratt AM, Ruta DA, Abdalla MI, Russell IT. Responsiveness of the
SF-36 and a condition specific measure of health outcome for patients
with varicose veins. Qual Life Res 1996;5:1-12.
14. McHorney CA, Ware JE, Raczek AE. The MOS 36 item short-form
health survey: II. Psychometric and clinical tests of validity in measuring
physical and mental health constructs. Medl Care 1993;31:247-63.
15. Baker DM, Turnbull NB, Pearson JCG, Makin GS. How successful is
varicose vein surgery? A patient outcome study following varicose vein
surgery using the SF-36 health assessment questionnaire. Eur J Vasc
Endovasc Surg 1995;9:299-304.
16. Bradbury AW, Stonebridge IPA, Callam MJ, et al. Recurrent varicose
veins: assessment of the saphenofemoral junction. Br J Surg 1994;81:
373-5.
17. Bradbury AW, Stonebridge PA, Ruckley CV, Beggs I. Recurrent vari-
cose veins: correlation between preoperative clinical and hand-held
Doppler ultrasonographic examination, and anatomical findings at sur-
gery. Br J Surg 1993;80:849-51.
18. Stonebridge PA, Chalmers N, Beggs I, Bradbury AW, Ruckley CV.
Recurrent varicose veins: a varicographic analysis leading to a new
practical classification. Br J Surg 1995;82:60-2.
19. Durkin MT, Turton EP, Scott DJ, Berridge DC. A prospective random-
ised controlled trial of PIN versus conventional stripping in varicose
vein surgery. Ann R Coll Surg Engl 1999;81:171-4.
20. Lacroix H, Nevelstein A, Suy R. Invagination versus classic stripping of
the long saphenous vein. A randomised prospective study. Acta Chir
Belg 1999;99:22-5.
21. Brittenden J, Bradbury AW, Allan PL, Prescott R, Harper D, Ruckley
CV. Popliteal vein reflux reduces the healing of chronic venous ulcer.
Br J Surg 1998;85:60-2.
22. Sarin S, Scurr JH, Coleridge-Smith PD. Assessment of stripping the
long saphenous vein in the treatment of primary varicose veins. Br J
Surg 1992;79:889-93.
Submitted Feb 12, 2001; accepted Nov 7, 2001.
Additional material for this article may be found online
at www.mosby.com/jvs.
JOURNAL OF VASCULAR SURGERY
Volume 35, Number 6 MacKenzie et al 1203
